We aimed to describe the uptake of the Enhanced Primary Care (EPC) 
Methods

Data source
The General Practice Branch of DoHA provided us with de-identified unit record data relating to each EPC service rendered between 1 November 1999 and 31 October 2001, and claimed through the Health Insurance Commission (HIC) prior to 31 December 2001. Data were provided under the strict confidentiality provisions of paragraph 130(3)(a) of the Health Insurance Act. Services funded throughthe DVA system were not included as we were unable to access the relevant data.
It is usual to allow a three-or four-month lag between a MBS service being provided and the data being processed by the HIC to allow for the time taken for patients to make a claim for reimbursement through a Medicare Office. However most (96%) EPC items are billed directly to HIC by the provider ("bulk-billed") and the lag in these instances is significantly reduced. The average lag between service occurring and being processed for all bulk-billed services was 16.5 days during 2000/01 (Health Insurance Commission, 2001a , Health Insurance Commission, 2001b . As such our data set is expected to be complete.
Date of service data was used in these analyses and hence our results differ slightly from most other reports based on HIC data. In particular, the monthly numbers of services that we report will not tally with those on the HIC web site, or with reports that Divisions of General practice have on EPC activity. The HIC traditionally uses "date of processing" data because it is a lot easier. The advantages of using date of service data (as we did) are (1) it is more interesting to know exactly when the service occurred and (2) this approach avoids some artefact patterns that can appear when using date of processing data. For example there are often troughs in April due to the number of public holidays and school holidays.
EPC services, patient and practitioner details
EPC services included item numbers in the November 2000 Medicare Benefit Schedule (MBS) groups A14 Health Assessments (items 700 to 706), and A15 Multidisciplinary Care Plans and Case Conferences (items 720 to 815). We excluded items relating to services by consultant physicians (items 800 to 815).
Each patient, doctor and practice (for those GPs registered with the Practice Incentives Program [PIP] during the period of study) associated with an EPC service was given a scrambled identifier by DoHA. Each record contained information on the age and gender of the patient. Provider information for each record included age, gender, the year of basic qualification, postcode of practice location, Division of General Practice, and number of non-referred attendances (NRAs) in 12 months to 30 June 2001.
Results
In the first two years of the availability of the EPC MBS items, GPs rendered a total of 371,409 EPC services (Table 1) . Most of these EPC services were health assessments (225,353; 61%), most of the remainder were care plans (134,688; 36%), and case conferences comprised the balance (11,368; 3%).
Health assessments
Of the 225,353 health assessments done in the first two years of the program, 99% (223,420) were for nonIndigenous people. Overall, most (129,749; 58%) were done in the GP's rooms. For Indigenous people, a higher proportion (64%) was done in rooms ( Table 1 ).
The monthly number of health assessments done increased progressively from about 4000 in the first month of availability to about 7000 six months later, and stabilized at around 13,000 per month between the middle and the end of 2001 (Table 2, Figure 1 ).
Whereas in the early months of the EPC program about twice as many health assessments were done in the GP's rooms as were done at home, by mid-2001 only slightly more were done in rooms (Table 2, Figure 1 ).
Care plans
Of the 134,688 care plans done in the first two years of the program most (107,181; 80%) were done in the community and with the general practitioner preparing the care plan ( Table 1) . Most of the rest (20,371; 15%) were review of a care plan.
The monthly number of care plans done was a few hundred in the first few months of the EPC program, gradually increasing to 1000 to 2000 per month by the end of 2000 (Table 3, Figure 2 ). In early 2001 the monthly number of care plans done increased more rapidly to 4-6000 per month and reached around 15,000 per month in late 2001 ( Figure 3 ). This rapid increase followed the introduction of a special payment as part of PIP to encourage uptake of care plans and case conferences.
Case conferences
Of the 11,368 case conferences done in the first two years of the EPC program most have been based in the community with the GP in organise and participate roles, for different consultation durations (Tables 1, 4 and 5). Prior to the introduction of the residential aged care MBS items in November 2000, 2-300 case conferences (of all types) were done per month. This increased to about 6-700 per month (excluding residential aged care) and to about 8-900 per month (including residential aged care) in mid to late 2001.
Discussion
These data demonstrate the rapid uptake in the number of health assessments, care plans and -to a lesser extent -case conferences in the first two years of the Enhanced Primary Care program, implemented in November 1999. Health assessments were taken up most quickly and reached high and stable monthly levels first. Care plan numbers reached even higher monthly levels, but only after the introduction of special PIP payments to encourage their uptake, and that of case conferences. Numbers of case conferences remained lower, increasing more after the introduction of case conferences to support care of residents of aged care facilities.
It is perhaps expected that health assessments of non-Indigenous people aged 75 years and above, and Indigenous people aged 55 years and above, were taken up first and at higher levels. Health assessments require only the GP to be involved, in comparison with care plans and case conferences that both require at least another two health workers to be involved. Furthermore, health assessments can be done by a nurse on behalf of, and under the supervision of the GP. Care plans and case conferences require the direct involvement of the GP, and cannot be substituted by a nurse or other practitioner.
Health assessments were initially done in much larger number in the GP's rooms than in the patient's home. This may reflect the ease of conducting an assessment in the consulting rooms (the patient coming to the GP), and perhaps the opportunistic assessment of older people who attend their GP for other reasons. It is of interest that in the second year, almost equal numbers of heath assessments were done in rooms and at the patient's home. This perhaps reflects the time it has taken some medical practices to recruit and train practice nurses to conduct health assessments at home; the delay in reaching patients who are more home-bound and less likely to attend the GP's rooms for a consultation; and an ability to get the practice and business systems in place to conduct assessments at home and in rooms. Aspects of GP's views about the implementation of the EPC items have previously been identified (Blakeman et al 2001) , and follow up of GPs in this evaluation indicated the need for organizational and service developments across medical practices, Divisions of General Practice and associated health services (Blakeman et al 2002) .
While the value of routine health assessments for older people is still being debated it seems that this intervention does confer some benefit. A recent systematic review of 15 randomized controlled trials of home visiting that offered health promotion and preventive care to older people showed that home visits reduced mortality and admission to nursing homes, but not to hospital (Elkan et al 2001) . In contrast an earlier review demonstrated no effect of the intervention (Van Haastregt 2000) . The difference has been attributed to different methodologies in the two reviews. It has been noted that "... the challenge now is to tease out which components of the intervention are effective and which populations are most likely to benefit" (Eggar 2001).
It is notable that only 1% of all health assessments were done among Indigenous people, whereas Indigenous people make up more than 2% of the population and have a significantly lower health status. On the face of it this suggests that Indigenous people may have been disadvantaged in terms of health assessment uptake. However, it has been suggested that many eligible Indigenous people have already had case conferences and care plans done, through (for example) Aboriginal Medical Services, outside the EPC program, and hence perhaps are not perceived to need a HA. It will be important to monitor this closely to ensure that Indigenous people -and their medical service providers, who potentially have much to gain from the EPC program, are not unduly disadvantaged.
As noted above care plans and case conferences require the involvement of at least two more health workers, in addition to the GP. It is of interest that the number of care plans only increased substantially after DoHA provided an extra incentive payment, through PIP for practices that met a target number of services (Commonwealth Department of Health and Aged Care 2001). Following the clear success of this incentive, these PIP payments have now been withdrawn. It will be interesting to see whether the number of care plans done continues at present levels, now that systems and processes to do care plans seem to have been established at least in some practices. Clearly, linking specific targets to financial incentives can have the desired effect. The modest numbers of case conferences done to date suggests that widespread, systematic, adoption of this new, multidisciplinary approach to care has not yet been widely adopted. It is important to note that the EPC item numbers were established as a way of driving integration and partnership between primary care providers, for the benefit of patients.
It seems inevitable and reasonable that the easier to adopt EPC items (health assessments) were indeed taken up first and most quickly. Furthermore, additional incentives to conduct care plans and case conferences have clearly had an impact. There is also evidence that when an area of clear need is identified (such as CC for residents of aged care facilities) EPC uptake ensues. However, the fundamental changes that are needed to fully implement the EPC program in general practice must not be underestimated, and in many ways the changes that have occurred to date indicate some success. Further analysis is underway to describe and understand more fully the patterns of EPC item uptake. 
